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Background: Ablation of ventricular tachycardia (VT) can be achieved using anatomically guided approaches using differentiated mapping and 
ablation techniques. We attempted to evaluate the efficacy of limited linear ablation in the VT exit region identified using a simplified sinus rhythm 
(SR) mapping protocol.
Methods: Patients with frequent clinical post-myocardial infarction VT were included. Left ventricular substrate mapping during SR to identify scar 
and border zone based on endocardial bipolar voltage was performed. The exit site of the target VT was regionalized by a simplified vector-pace-
mapping approach and targeted using limited linear ablation within the scar border zone. During ablation all inducible VTs were targeted.
Results: 145 patients with a mean number of 2.6(±1.5) inducible VTs were included and the clinical VT was identified. Pace-mapping to regionalize 
the exit site of each VT by correspondence of QRS-vectors. A median of 9 pacing sites were tested to determine the site with best pace-map match. 
A mean of 780 (±460)seconds ablation energy was applied to perform regional limited scar encircling ablation. In 141 patients (91%) the clinical 
VT was successfully ablated. In these patients a total of 247 VTs (68%) were successfully ablated producing complete success (no sustained VT 
inducible at the end of the procedure) was achieved in 88 patients (61%) whereas in 53 VTs were still inducible. During a median follow-up of 13 
months (9 - 48) 109 patients (75%) remained free from any sustained ventricular arrhythmia as indicated in ICD-holter recordings. The number 
of episodes detected in patients with ventricular arrhythmia during follow-up was significantly reduced compared to pre-ablation. Patients with 
complete success had a significantly lower number of ventricular arrhythmia episodes than patients with incomplete ablation success (11% versus 
37%, p=0.002).
Conclusions: Post-infarct VT can effectively be ablated in 97% without mapping during ongoing VT using a simplified regional linear ablation 
approach targeting the scar border zone. Freedom from any ventricular arrhythmia can be achieved in 77% of patients during mid-term follow-up.
